
conventional brain scans are not specific for the
disease. It is difficult to interpret enhancing lesions on
magnetic resonance imaging in multiple sclerosis.
Contrast enhancement in images indicates local break-
down of the blood-brain barrier, presumably owing to
focal inflammation in multiple sclerosis, but contrast
enhancement in the white matter after stress or
hypoxia is due to inflammation. Surrogate markers
based on imaging results used as outcome measures in
multiple sclerosis trials do not mirror the clinical
course of the disease. Although neurodegeneration is
probably the most important cause of fixed and
progressive disability in multiple sclerosis,18 imaging
surrogates for neuroaxonal loss have not been
validated for predicting future disability.19

Experimental allergic encephalomyelitis is not a
suitable animal model for testing treatments for
multiple sclerosis and it is time to explore alternative
experimental and therapeutic approaches.14 20 Clinical
research is needed to reveal the biological variables that
can distinguish relapsing progressive disease from rela-
tively benign disease. A successful treatment should
delay progressive tissue loss irrespective of relapse rates
and clinical phenotype. Unusually for a neurological
disease, the therapeutic time window for intervention is
wide in multiple sclerosis, so that research on neuropro-
tective strategies should be a priority. Short term
solutions for a chronic disease like multiple sclerosis are
not likely to be effective, and PML resulting from
treatment with natalizumab should be taken as a signal
to change the way we treat this disease.
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Health policy
Have targets improved performance in the English NHS?
Gwyn Bevan, Christopher Hood

The star rating system for NHS trusts seems to have improved performance, but we still don’t know
how genuine the improvements are or the costs to other services

Annual performance ratings have been published for
NHS trusts in England since 2001, and the fifth and
final set was published in July 2005.1–6 This process of
naming and shaming gave each trust a rating from
zero to three stars. Trusts that failed against a small
number of key targets were at risk of being zero rated
and their chief executives at risk of losing their job;
trusts that performed well achieved three stars and
were eligible for benefits from “earned autonomy.”7

Although the government has abandoned the star
ratings, targets are likely to remain. We consider
reported improvements in performance against key
targets, problems of the system, and what ought to
happen in the future.

Reported improvements in performance
We compared data on performance in England before
and after the star rating system for three key targets.
When data were available we also compared English
data with that of other UK countries that did not adopt
the star system.

Accident and emergency departments
The key target for accident and emergency depart-
ments was the percentage of patients to be seen within
four hours. From March 2003, the target was 90%,3 5

References w1-w12 and sources of data are on bmj.com
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and from January 2005 this increased to 98%.6 The
National Audit Office reported that in England, in
2002, 23% of patients spent over four hours in accident
and emergency, but in the three months from April to
June 2004 only 5.3% stayed that long w1; this increased
patient satisfaction and was achieved despite increas-
ing use of emergency services.

Ambulance category A calls
England has had a target for category A calls (life
threatening emergencies) since 1996, before star
ratings were applied to ambulance trusts. The target
was that that at least 75% of calls be met within 8
minutesw2; this became a key target from the end of
2002, when star ratings applied to ambulance
trusts.2 3 5 6 About 30 trusts have provided ambulance
services. Comparable data are available for 17 trusts for
the two years before, and the four years during which,
star ratings applied.w3 For the year ending in March
2000, only one trust had response rates above 75% and
two trusts had rates lower than 40%. Reported
performance improved greatly after ambulance trusts
were star rated. For the year ending in March 2005, 14
trusts exceeded the target and the worst performer
achieved 71%.

The Welsh Ambulance Service NHS Trust also had
the target of responding to 75% of category A calls
within 8 minutes by the end of 2001.w4 Response rates,
however, remained at about 50% between 2001 and
2004.w5

First elective hospital admission
The key target for first elective hospital admission was
the maximum wait: this was 18 months by the end of

March 2001,1 15 months by 2002,2 12 months by
2003,3 and 9 months by 2004.5 6 The numbers of
patients waiting more than 12 and 9 months in
England at the end of March 1998 were reported to be
67 000 and 185 000, but by the end of March 2005,
only 24 were reported to be waiting more than 12
months and 41 more than 9 months.w6

Table 1 gives the percentages of patients waiting for
more than six and 12 months at the end of March from
1999 to 2005 for England, Wales, and Northern
Ireland. From 2001 to 2003, reported performance
improved in England but deteriorated in Wales and
Northern Ireland. After that, however, reported
performance improved in all countries, dramatically in
Wales and Northern Ireland. This suggests that the
policy of naming and shaming in England put pressure
on the NHS in the other countries.

Problems with targets
Star ratings have been criticised for their similarities to
the target regime of the former Soviet Union, although
NHS managers were threatened with loss of their jobs
rather than their life or liberty.7 8 The Soviet target
regime seemed to produce substantial improvements
in the 1930s but was recognised to have serious prob-
lems from the 1950s and collapsed in the 1990s.9 In
May 2005, during the British general election
campaign, the prime minister was apparently non-
plussed by a complaint made during a televised
question session that pressure to meet the key target
that 100% of patients be offered an appointment to see
a general practitioner within two working days6 had
meant that many general practices refused to book any
appointments more than two days in advance.w7 A sur-
vey of patients found that 30% reported that their gen-
eral practice did not allow them to make a doctor’s
appointment three or more working days in advance.w8

Many saw the perverse outcome of a key target that
was intended to improve access to general practition-
ers as a reason for abandoning the system of targets
and star ratings.

Regulation by targets assumes that priorities can be
targeted, the part that is measured can stand for the
whole, and what is omitted does not matter. But most
indicators of healthcare performance are “tin openers
rather than dials . . . they do not give answers but
prompt investigation and inquiry, and by themselves
provide an incomplete and inaccurate picture.”10

Hence, typically for defined priorities there will be a
few good measures (“dials,” such as waiting times); a
larger group of imperfect measures (“tin openers,”
such as mortality), the use of which is liable to generate
false positive and false negative results; and an even
larger group for which no usable data are available
(which applies to the clinical quality of much of health
care10). This last group was the cause of the neglect of
quality in the Soviet regime, which was widely claimed
to be an endemic problem from Stalin to Gorbachev.9

The use of targets results in gaming,7–9 11–13 which
means that when reported performance meets the tar-
gets, neither government nor the public can distin-
guish between the following four outcomes:
x All is well; performance has been exactly as desired
in all domains (whether measured or not)

Table 1 Percentages of patients on NHS hospital waiting lists
waiting longer than six or 12 months, 1999-2005

1999 2000 2001 2002 2003 2004 2005

% waiting >12 months

England 4.4 4.7 4.2 2.1 0 0 0

Wales 11.2 14.2 13.8 14.3 15.9 11.3 1.3

Northern Ireland 17.9 20.0 21.8 24.9 22.0 14.7 8.5

% waiting >6 months

England 26.1 25.8 24.4 23.3 19.4 8.9 5.0

Wales NA NA 34.0 37.0 37.0 35.2 24.9

Northern Ireland 36.7 39.1 41.4 44.1 40.0 34.1 28.1

NA=data not available.
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x The organisation’s performance has been as desired
where performance was measured but at the expense
of unacceptably poor performance in the domains
where performance was not measured
x Although reported performance against targets
seems to be fine, actions have been at variance with the
substantive goals behind those targets (hitting the
target and missing the point)
x Targets have not been met, but this has been
concealed by ambiguity in the way data are reported or
outright fabrication.

Table 2 presents evidence that these problems have
occurred in the three key targets discussed above.
Although we have no evidence of poor performance in
other domains in response to the target for inpatient
waiting times, this type of gaming was reported for the
target for new outpatient waiting times. Ophthalmol-
ogy services in Bristol met that target by cancelling and
delaying follow-up outpatient appointments (which
had no target) and, as a consequence, at least 25
patients were estimated to have lost their vision over
two years.13 The Audit Commission’s last report based
on spot checks of the quality of data in 55 trusts
concluded that the scale of reporting errors identified
did not undermine the reliability of overall trends
reported nationally.14 But questions remain over the
extent to which improvements in targeted perform-
ance in the English NHS were undermined by other
types of gaming and whether similar problems under-
lie the big reductions in long waiting times reported in
Wales and Northern Ireland in 2004 and 2005.

What next?
Nobody would want to return to the NHS perform-
ance before the introduction of targets, with over 20%
of patients spending more than four hours in accident
and emergency and patients waiting more than 18
months for elective admission. And attempts to
improve performance without the star system in Wales
were criticised by the auditor general for Wales for
having “provided neither strong incentives nor
sanctions to improve waiting time performance” and
were widely perceived to have rewarded organisations
that failed to deliver on waiting times.17 So how can we
maximise the social benefits and minimise the costs of
a regime of targets with sanctions?

We suggest two remedies. One, for which we have
argued earlier,18 is to introduce more uncertainty in the

way that performance will be assessed and thus make
some kinds of managerial gaming more difficult. A
second is to remedy the continuing lack of coherent
systematic auditing of performance data of the health-
care system in England. Despite the heavy regulatory
burden from auditors and assessors of various kinds, if
anything the audit hole is getting bigger. Current pro-
posals for assessing performance seem to favour
reliance on statistical data to assess the robustness of
performance data19 rather than regular visits by the
Commission for Health Improvement, which uncov-
ered gaming practices.15 16 In addition, responsibility
for auditing the quality of data in the English NHS has
been transferred from the Audit Commission to the
Healthcare Commission, which has no presence on the
ground in NHS provider units.14

We need an independent body that approximates
to the Office of Performance Data advocated by Robert
Behn.20 Such a body would investigate the genuineness
of reported improvements in healthcare performance
and whether improvements are achieved at the cost of
what cannot be easily measured. Although these
changes would not wholly eliminate the gaming prob-
lems associated with any regime of targets and terror,
they could reduce them. The current combination of
performance measures that are highly predictable to
managers and an audit system that is poorly equipped
to detect gaming systematically, risks losing credibility
and the prospect of even more awkward questions
being asked in the next general election campaign.

Table 2 Evidence of gaming in response to three type of targets

Problem

Target

<4 hour wait in accident and emergency Ambulance category A calls* Maximum waiting times for first elective hospital admission

Poor performance in domains
where performance not
measured

Extra staff drafted in and operations
cancelled for the period over which
performance was measuredw9 w10

Strong allegations that some ambulance
trusts relocated depots from rural to urban
areas hence achieving the target at the
expense of a worse service in rural areas15

Hitting the target and missing the
point

Patients had to wait in ambulances
outside the department until staff were
confident of meeting the target15

Idiosyncrasies in the rules of classification
led to some patients in urgent need being
given a lower priority than less serious
cases15

Patients may have been removed from waiting lists once they
had been provided with a future date for an appointment, or
given immediate appointments that they were not able to attend
and then classed as refusing treatment, or had treatment
inappropriately suspended16

Ambiguity in reporting of data or
fabrication

The level reported to the Department of
Health in 2004-5 was 96%, but an
independent survey of patients reported
only 77%8

Problems in the definition of category A calls
(the proportion of logged calls varied by
more than fivefold) and ambiguity in the time
when the clock started.12 13 A third of
ambulance trusts had “corrected” response
times to be less than 8 min15

Nine NHS trusts had “inappropriately” adjusted their waiting
listsw11; three others had deliberately misreported waiting list
information; and 19 trusts had reporting errors in at least one
indicatorw12

* Response within 8 minutes for 75% of calls.

Summary points

The star rating system for English NHS trusts has
improved reported performance on key targets

The effect on services excluded from star ratings
is unclear

In some cases data have been manipulated to
achieve targets

Systems need to be put in place to minimise
gaming to meet targets and ensure targets are not
causing unwanted effects elsewhere
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An unusual ending to an anatomy lesson

I work in Phnom Penh, in a community health project. Despite
thinking that I am well adjusted to life in Asia sometimes my
world view and my boundaries between “medicine” and “life” are
seriously challenged. The health project is staffed by young,
locally trained nurses with a few older medical assistants trained
at border camps. As our patients are generally managed well, I
tend to assume a greater basic knowledge of anatomy and other
medical sciences than may be the case.

I recently decided—having reached an impasse in my
explanations of the relation between blood pressure in heart,
lung, and liver—that it would be helpful to have an anatomy
lesson with a fresh specimen. Mrs Vee, our office cleaner (and
midday cook), was therefore sent to purchase the relevant pieces
of pig. She returned with an impressive proportion of the internal
organs—oesophagus, trachea, thyroid, heart, lungs, liver, and a
piece of diaphragm. I particularly pointed out the heart and its
resemblance to the human form (the aortic valve can be directly
transplanted).

Part way through the lesson, I became aware of a most
offensive smell (to my nose). I assumed that the specimen must be
decomposing in the heat, but I was reassured that it was just the
smell of “prahok”—fermented fish paste, a staple of the local
diet—wafting in from the kitchen.

We continued the lesson until well after midday. No one
seemed anxious to go home, but I gradually realised that, rather
than still being enthralled with my teaching, the class was waiting
for something. “It is lunch time,” someone said.

“OK, we can go.” said I and, pointing to the specimen, asked,
“Where shall we dispose of this?”

A pitying look was exchanged—how stupid could she be? “Mrs
Vee will cook it,” Sok gently explained.

I was horrified. “But it has been sitting around all morning,” I
protested.

“Meat does that in the market,” Sok pointed out.
“But we have been touching it.”
“We have been wearing gloves.” Sok replied, and then

continued: “Oh, do you think we should give it to the poor
people?”

“No,” I said horrified, “if anyone should eat it we must.”
So slices of the liver and heart were fried with ginger—and

were, I have to admit, delicious. The slices of liver boiled and
served with “prahok” were beyond my ability to eat. What
happened to the lung was never clear, but I’m sure it nourished
someone that evening.

Why was I so shocked? I am not a vegetarian and, having been
raised on a farm, grew up eating offal. Was it the link with the
human anatomy lessons of my youth that made me suddenly feel
a kinship with this animal? Or is it that my medicine and “real
life” are so far removed that I am uncomfortable when the gap
closes? Perhaps the explanation is simpler: being well nourished
and relatively affluent, I can afford the luxury of being particular
about what I will and won’t eat.

Janet Cornwall project adviser, Servants Cambodia, Phnom Penh,
Cambodia (janetmekong@yahoo.co.nz)

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. Please submit the article on http://
submit.bmj.com Permission is needed from the patient or a
relative if an identifiable patient is referred to. We also welcome
contributions for “Endpieces,” consisting of quotations of up to
80 words (but most are considerably shorter) from any source,
ancient or modern, which have appealed to the reader.
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